Despite a strong tradition in the literature on the patient information, education and involvement, there are few practical tools available to support hospitals in implementing such strategies. Based on the WHO Health Promoting Hospitals and Health Services (HPH) Strategy, we developed a self-assessment tool for health promotion in hospitals. We describe the development process and validity testing of the tool in a convenience sample of 38 hospitals from eight countries. We computed an overall compliance score, assessed internal consistency and tested associations of self-reported compliance with hospital characteristics, such as accreditation status and being member of the HPH network. The mean compliance with the tool, which assigns a possible score from 0 to 136, was 71.8 (SD 25.0). Floor effects were observed for standards 4 and 5 only (10.5 and 15.8%, respectively), but not for the overall score. Cronbach's alpha for the five scales in the tool ranged from 0.77 to 0.88. Being accredited or being a member of the HPH network was significantly associated with higher overall compliance (score 86.9 versus 64.2, p ¼ 0.012 and 79.3 versus 51.9, p ¼ 0.003, respectively). We developed and established preliminary validity of a self-assessment tool for health promotion in hospitals. Based on assessment of basic psychometric properties, analysis of reliability and construct validity, the tool suggests robustness for self-assessment purposes; however, further research on its validity is strongly warranted if the tool is to be used for other purposes than self-assessment.
BACKGROUND
Hospitals provide an important setting for health promotion interventions. Although their primary role is diagnosis, treatment and care and other settings such as primary care or community settings are more easily associated with health promotion interventions, hospitals offer an advantage over other settings: due to their illness experience patients and their families are more sensitive to accepting advice and counselling or contemplating behavioural change while in the hospital (Florin and Basham, 2000; Pelikan et al., 2001 ). Health promotion is often defined as the 'process of enabling people to increase control over, and to improve their health' and represents actions not only directed at skills and capabilities of individuals, but also towards the context in which actions take place (WHO, 1998) . Applied to the hospital setting, this implies according to the WHO definition 'going beyond providing high quality comprehensive medical and nursing services and developing a corporate identity that embraces Health Promotion International, Vol. 25 No. 2 doi:10.1093/heapro/daq013 # The Author (2010) . Published by Oxford University Press. All rights reserved.
For Permissions, please email: journals.permissions@oxfordjournals.org Advance Access published 22 February, 2010 participatory roles for patients and staff, seeks active links to cooperate with the community, and creates supportive environments for sustainable ecological development ' (WHO, 2008) . This is a broad and ambitious mission to which more than 700 hospitals participating in the WHO Health Promoting Hospitals and Health Services (HPH) Network commit. The network conducts projects in line with the WHO mission; however, the majority of activities could be more appropriately characterized by a health education approach involving communication and individual learning in order to improve knowledge on a particular disease or condition, improving health literacy and/or developing life skills related to health behaviour . There is indeed a substantial evidence-base underlining the effectiveness of patient information, education and health promotion services in hospitals (Tonnesen et al., 1999; McPherson et al., 2001 McPherson et al., , 2005 Moller et al., 2002; Boychuk et al., 2006; Coulter and Ellins, 2007) . Despite the growing evidence-base, however, patients frequently do not receive important information on their condition and options for self-management or receive timely lifestyle counselling (Schoen et al., 2005) , partly because hospitals have adapted the implementation of health promotion/education services only slowly or in a non-systematic manner and/or have not integrated it into their quality management (Johnson and Baum, 2001; Hibbard, 2003) .
In a previous study, we reported on the development of standards for health promotion in hospitals . The rationale for that study was the lack of consideration of health promotion issues in common quality assessment systems, as well as the lack of explicit criteria for the assessment of hospitals that form part of the growing Health Promoting Hospitals and Health Services Network. Following the recommendations of the ALPHA programme from the International Society for Quality in Health Care, a literature review on existing standards and evidence for health promotion in hospitals was carried out on the basis of which a first draft of standards was prepared. An expert panel reviewed the standards and recommended their pilot testing. Subsequent to the pilot test, the standards were revised and their wider use was recommended. The standards take into consideration the health potential of individuals and stress the importance of activating them through information, motivation, counselling, training or other activities to realize their health potential. Since information, education and advice only result in sustained behavioural change if supported by prevailing norms, rules and cultures, health promotion interventions in organizations have to address these underlying factors. Centred on the philosophy of the Health Promoting Hospitals and Health Services network and the evidence-base for health promotion activities in hospitals, the standards not only address patient care but also health of staff, links of the hospital to the community and organizational development.
Based on these standards, we developed a self-assessment tool to facilitate the implementation of health promotion services in hospitals and Health Services (WHO, 2004a) . In order to establish the robustness of the tool, we assessed floor and ceiling effects in self-reported compliance and assessed ratings of measurable elements in terms of comprehension, applicability and importance. We further assessed internal consistency and tested construct validity by assessing associations between selfreported compliance and ratings with hospital characteristics.
METHODS

Description of the self-assessment tool
The standards for health promotion address five domains (WHO, 2004b) : (1) management policy, (2) patient assessment, (3) patient information and intervention, (4) promoting a healthy workplace and (5) improving continuity and cooperation, according to the WHO definition of Health Promoting Hospitals. Since we aimed at identifying evidence-based health promotion issues which could be realistically integrated with existing hospital quality management systems, we excluded the broader notions associated with health promotion such as community involvement and environmental issues (WHO, 2002 ). An expert panel was set up to develop measurable elements and indicators for the sub-standards against which compliance can be assessed as fully compliant, partly compliant or non-compliant. While different theoretical schools behind the use of the terms health promotion and health education are acknowledged, the self-assessment tool defines health promotion activities to cover both concrete actions (such as assessing patients for risk factors and providing information) and complex interventions (such as empowering the patient to play an active role in the management of his/her condition). Table 1 gives an overview on the content and structure of the tool.
Study participants and settings
Participants for the pilot test were selected by purposeful sample through national and regional coordinators of the HPH Network. To compare the experience and to assess the validity of the tool, participants with a history of HPH memberships and hospitals without previous exposure to the WHO network were included. In a first step, hospitals from the HPH network were recruited through an open call to participate in the self-assessment exercise. In a second step, hospitals unrelated to the HPH network were approached by national coordinators to act as control group. Information on non-responders (invited, but refused to participate) was not recorded.
Data collection
We used a cross-sectional survey of representatives of the participating hospitals that responded to two instruments: first, participants were given 6 months time in the first half of 2005 to establish a multidisciplinary working group, gather data based on management audit, audit of patient records and using routine data from the hospital information systems to fill in the self-assessment forms for health promotion in hospitals. Secondly, by the end of the 6-month period, an evaluation questionnaire was sent to collect data on hospital characteristics, compliance, perception of comprehensibility, applicability and importance of measurable elements, the burden of data collection and the general experience with the self-assessment process. Members of the multidisciplinary steering group in charge for data collection in each hospital jointly evaluated both self-assessment forms and evaluation questionnaires on the basis of the data collected. Instructions were provided to ensure consensus in responding to the instruments, recommending setting up a multidisciplinary group including a senior nurse, senior doctor, junior doctor, manager, representative of human resources and member of allied professions.
Data analysis
We computed an overall compliance score by rating each of the 68 measurable elements as non-compliant (0 points), partially compliant (1 point) and fully compliant (2 points). We then calculated the overall and domain-specific total scores as the sum across the items in the domain. We assessed distribution for floor and ceiling effects as the proportion of responses in the lowest and highest score. For each of the scales, we tested internal consistency using Cronbach's alpha.
For each of the 68 measurable elements, we further assessed the perceived comprehensibility, applicability and importance using a fivepoint Likert scale and used this information to identify possible improvements in structuring, wording and exclusion of measurable elements. We defined a priori that, in order to keep the measurable element, at least 75% of respondents should fully agree or agree on comprehension, applicability and importance.
In order to assess construct validity, we tested associations between overall compliance, ratings of measurable elements in terms of applicability and importance and hospital characteristics (hospital type and size) using t-tests. These characteristics were chosen as they are likely to be related to compliance: (i) members of the HPH network, due to their engagement and the commitment to meeting WHO criteria, are expected to perform better on the standards than other hospitals; (ii) hospitals that have undergone external assessment (such as ISO, EFQM, Joint Commission, KTQ or others) have gone through similar assessment processes before and are likely to have benefited from some degree of overlap with standards in existing accreditation and/or certification systems, (iii) community-oriented hospitals, in particular hospitals owned by religious groups, have been described in the literature as being more oriented towards holistic patient care and community involvement and (Alexander et al., 2006) (iv) bigger hospitals benefit from economies of scale in the development and implementation of health promotion structures and activities.
The WHO self-assessment tool for health promotion in hospitals 223 The organizations' commitment to implement patient involvement and health promotion as part of the overall organizations' quality improvement system (includes for example identifying responsibilities, resources and monitoring) 6 1 7 3
2. Patient assessment Obligations of health professionals to systematically assess information and health promotion needs in partnership with the patient (includes for example using guidelines to assess needs and document them in the patients' record) 5 8 3
Patient information and intervention
Informing patients about planned activities, empowering patients for an active partnership and facilitating the integration of health promotion activities in patient pathways (includes for example providing general and disease-specific information in a language the patient can understand) Substandards' denote, within each domain, the specific thematic areas that need to be assessed. Measurable elements' are those items against which actual performance is assessed. Indicators' refer to measures locally available and relevant to complement to assessment against measureable elements. Due to different local contexts and definitions, these measures were not reported for the analysis.
Ratings of measurable elements in terms of comprehension were not included in the assessment of construct validity as these ratings were considered to be independent of hospital characteristics. We also evaluated the participants' general experience with the self-assessment process and whether it led to an identification of quality improvement potentials. We finally examined whether these latter characteristics were also associated with the hospital characteristics referred to above.
RESULTS
Overall, 38 hospitals from eight countries (Sweden, Czech Republic, Germany, Ireland, Italy, Slovenia, Lithuania and South Africa) completed the self-assessment process and returned the evaluation questionnaire. Resources applied for the self-assessment varied substantially, depending on the number of departments involved (median 3), the number of scheduled meetings of the working group (median 6) and whether assessment of measurable elements related to patients records could be retrieved electronically or via audit (median 50). Table 2 shows the distribution of hospital characteristics.
We assessed the level of compliance with the measurable elements of the standards as reported by the hospitals participating in the study (Table 3) . Distribution of responses and floor and ceiling distributions are added to assess the response characteristics. In terms of the theoretical range and observed mean compliance, we observe a good distribution of compliance with the five standards in the sense that they appear to be neither too simple nor too difficult to achieve. For standards 4 and 5, however, we observe a minor floor effect, i.e. hospitals appear to perform worse on these standards. Figure 1 shows the distribution for the overall compliance score, indicating that based on the self-assessment most hospitals are able to meet some of the standards and only a few hospitals fail to comply with all or are fully compliant, respectively (mean ¼ 71.85; standard deviation ¼ 25.03). Most hospitals complied only partly with the health promotion standards indicating significant development potential. Only 33 hospitals provided data to compute this compliance score, whereas all 38 hospitals provided data to assess measureable elements and responded to the evaluation questionnaire towards the end of the study.
We assessed measurable elements for comprehension, applicability and importance. We identified 9 (13%) measurable elements, which appeared to be insufficiently clear in their description, 26 (38%) that were assessed as less applicable to the hospitals' context and 7 (10%) that were rated as less important. These ratings were not independent, i.e. measurable elements that were not clearly understood were also rated low in terms of applicability and importance. Two measurable elements (3%) received low ratings in all three categories: 'carrying out an annual staff survey to develop and maintain staff awareness on health issues' and 'have a written rationale for the selection of partners for community related health and social partnerships'. The ratings of hospitals on the comprehension, applicability and importance were used during the revision of the self-assessment tool to improve wording and reduce number of measurable elements.
We tested internal consistency of the five scales used in the instruments using Cronbach's alpha. The analysis reveals a high internal consistency ranging from 0.77 to 0.88 even if some of the Cronbach's alpha correlations may be The WHO self-assessment tool for health promotion in hospitals 225 inflated by the restricted range of response (0 to 2) to each item. In concrete, Cronbach's alpha takes the following values for each of the five subscales: management policy (0.879), patient assessment (0.766), patient information and intervention (0.808), promoting a healthy workplace (0.811) and continuity and cooperation (0.881). For the self-assessment tool to be valid, we hypothesized that hospitals being members of the HPH network and accredited hospitals should report the highest compliance with the health promotion standards and should report the highest level of applicability and perceived importance of measurable elements. We further hypothesized that HPH member hospitals were able to use the tool for specific quality improvement actions since this has been a considerable thematic focus in the Health Promotion Hospitals and Health Services Network. The results of testing these hypotheses are summarized in Table 4 .
Hospital type was not significantly associated with either compliance or assessment of measurable elements. Bigger hospitals (more than 400 beds) when compared with smaller hospitals gave higher ratings regarding the applicability (145.9 versus 100.7; p ¼ 0.008) and importance (115.9 versus 87.3; p ¼ 0.022) of measurable elements. Moreover, we detected a statistically significant association between the variables member of the HPH network (79.3 versus 51.9; p ¼ 0.003) and accreditation (86.9 versus 64.3; 226 O. Groene et al.
p ¼ 0.012), respectively, and reported compliance. Finally, with regard to the identification of quality improvement potentials, only HPH membership suggests a relationship between previous exposure to HPH and the ability to make use of the data generated through the self-assessment for quality improvement purposes. External assessment, hospital size and hospital type appear to be unrelated to this assessment.
DISCUSSION
We developed and evaluated a self-assessment tool for health promotion in hospitals. The assessment of internal consistency, floor and ceiling effects and construct validity suggests robustness of the tool. The self-assessment tool may be useful for hospital managers or accreditation agencies who want to assess and/or improve health promotion activities in hospitals. However, there are also a number of limitations to the study which deserve discussion. Hospitals participating in this study were selected on a convenience basis (without information available on non-responders) and the sample size does not allow generalization of the findings. Data analysed in this study was reported by hospitals based on their selfassessment, which may be biased given strong incentives for either positive or negative results (Bose et al., 2001) . However, since we emphasized for this project that we will not report on the performance of individual hospitals and that the main aim is to identify new potentials for internal quality improvement, we believe that the data do not suffer from underreporting; given the convenience sample some hospitals may have rather taken a more self-critical approach (Edmondson, 1996) . Since the level of analysis is the hospital, a substantial effort is required to gather a large number of organizations to carry out additional testing of the tool. Such testing, which we were not able to perform on the basis of the data currently available, should include additional tests for reliability (such as test -retest or interrater reliability) or validity (such as concurrent or predictive validity). Given the widespread use of the tool, such data may become available in the future.
Nevertheless, the analysis to assess construct validity confirmed that membership in the HPH network and external assessment, as previously hypothesized, is significantly associated with reported compliance and we observed The WHO self-assessment tool for health promotion in hospitals 227 considerable differences in mean scores. As for external assessment, it is likely that information systems and procedures put in place during previous accreditation/certification processes facilitate assessment against the health promotion standards. In addition, some of the health promotion standards are related to patients' rights, patient information and patient education which are partly addressed by some accreditation/certification systems. As for HPH membership status, a higher level of compliance may reflect that the hospital has actually implemented the issues reflected in the standards to a higher extent (some hospitals have been members for many years). For the same reason, HPH member hospitals may rate the measurable elements higher in terms of applicability and importance. Bigger hospitals may have better possibilities to implement the health promotion standards than smaller hospitals, in particular, when it comes to the provision of a wide range of health promotion services and activities, for which economies of scale exist. The higher assessment of HPH member hospitals on the identification of quality improvement potentials is likely to reflect the previous exposure to this topic in the HPH network. According to the self-assessment, most of the hospitals were able to meet some of the standards and only a few achieved the highest possible scores. We observed a higher agreement on comprehension, applicability and importance and compliance with the first three standards (management policy, patient assessment, and patient information and intervention) while agreement and compliance with the remaining standards ( promoting a healthy workplace, and continuity and cooperation) were lower. This could be explained by the phrasing of some of the measurable elements, which might have been too specific to some national/regional contexts. In the revised self-assessment tool, these measurable elements were eliminated or reworded. This led to a reduction of items from initially 68 items to 40 items in the final version. A decision to remove an item was based on assessing the hospitals' responses to the criteria comprehension, applicability and importance, which were evaluated by a panel.
The revised tool (WHO, 2006) has been translated into Chinese, Estonian, German, French, Italian, Slovak and Spanish and further translations are underway. Some country networks of the WHO Health Promoting Hospitals and Health Services Network have decided to make a self-assessment against the standards an entry requirements for joining the network (e.g. Germany), while other countries are in the process of integrating the standards into their national hospital accreditation systems (e.g. Ireland and Denmark). Moreover, standard number 1 of the assessment tool has been included in the HPH constitution and work is in progress to facilitate online-assessment against the standards (Health Promoting Hospitals, 2010). As there is still insufficient information on the actual activities of the hospitals in the HPH network (Whitehead, 2004) , the selfassessment tool could be used for research in this area, such as gathering data on current health promotion strategies or identifying the factors affecting their implementation. Links should also be established with other forms of documenting health promotion activities in hospitals, such as through the use of routine databases linked to DRG reimbursement (Tønnesen et al., 2007) .
In view of increasing accountability of WHO in documenting resource use and impact of its activities, the proposed research seems to be highly justified. Given the wide acceptance of the self-assessment tool, further research should address in particular overcoming the current limitations of the validation study and should aim at improving reliability and validity in a more representative sample of hospitals.
